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Background:  Recurrent refractory acute decompensated heart failure (ADHF) in the setting of advanced cardiomyopathy (CMY) is often 
feared to be the result of end-stage disease but may represent a culmination of multiple subclinical triggers.
case:  A 69-year-old man presented with recurrent biventricular HF despite aggressive management. Notable medical history included 
ascending aortic dissection repair, endovascular leak repair, cerebrovascular accident, dilated nonischemic CMY, mitral regurgitation (MR), 
aortic insufficiency (AI), coronary artery disease and porcelain aorta.
decision Making:  Electrocardiogram demonstrated sinus rhythm and left bundle branch block with a QRS duration <140ms. 
Echocardiography showed a markedly dilated left ventricle with moderate systolic dysfunction (EF 0.35-0.40) and severe inferior 
hypokinesis, normal right ventricular size and function, moderate MR and mild AI. Coronary angiography demonstrated a severe ostial 
left anterior descending lesion with otherwise normal arteries. Right heart catherization demonstrated low normal indices and was without 
evidence of constrictive physiology nor pulmonary hypertension. His ADHF was felt to be out of proportion to each possible etiology - 
coronary, valvular and conduction disease. Percutaneous revascularization was felt to be high risk and investigational use of percutaneous 
mitral valve repair was technically not feasible. A third thoracic surgery was felt to be of prohibitive risk. Resynchronization therapy was not 
appropriate per electrophysiology. Advanced heart failure therapies were not an option due to co-morbidities. After an interdisciplinary case 
review, it was felt his decompensation was multifactorial and best addressed surgically. To decrease the risk of cardiopulmonary bypass, 
our surgeons adapted the use of an endovascular balloon clamp and he underwent uncomplicated surgical revascularization and mitral 
valve repair. In follow up at three months, his symptoms and quality of life had significantly improved.
conclusion:  This case demonstrates how interdisciplinary, collaborative care can result in innovative extraordinary options in the 
treatment of advanced HF.
